Finally in this argument of retaining the rectum in the surgery of ulcerative colitis I would say that should the operation prove a failure-and in none of our series has such been the case-the rectum can still be removed and an ileostomy performed without subjecting the patient to any additional major operative procedure than would have been the case if this had been carried out as part of the initial planned treatment. Surely it is worth giving the patient a chance to preserve a normal route of evacuation rather than at once subjecting him or her to the appalling inevitability of excision of the rectum.
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ON looking through standard books and descriptions, a paediatrician is astonished to find it stated that children-if mentioned at all-very rarely suffer from anal fissure.
In fact, anal fissure is one of the common disorders in pxdiatric practice (Apley, 1954) , and it would be recognized still more commonly if the simple method of diagnosis by direct inspection was more widely appreciated and practised. The lesion is found throughout the childhood years, though it is commonest in infancy. I infer that children are rarely referred to proctologists, possibly because of the ways in which fissure-in-ano presents in early life.
In the acute phase there is in most cases a sudden onset of pain on defecation. Sometimes there is an abrupt unwillingness on the part of the child to sit or walk, or very occasionally to micturate. In the chronic phase the common complaint is of chronic constipation, often with various permutations and combinations between spurious diarrhoea, recurrent abdominal pain, vomiting and abdominal distension.
The onset can nearly always be dated back to a febrile illness, in which a period of dehydration and consequent constipation is followed by the passage of a hard, painful stool which may be tinged with blood. Occasionally in young infants there is instead an initial gastroenteritis.
The diagnosis may be suspected from the history of the sudden onset, reinforced by observing marked contraction of the peri-anal muscles when examination is attempted, and confirmed simply by visualization of the fissure. In children even more than adults examination must be gentle. With the fingers the anal orifice is progressively opened up to view under a good light. Insertion of a finger or an instrument is unnecessary; it is also harmful, since it causes pain which antagonizes the child and parents and makes them unco-operative as regards treatment.
I have found medical treatment completely successful in the very large majority of children.
These results have surprised some surgical colleagues, whose patients are nearly all adults, and it may well be that there is a different response in the two age-groups. Effective medical treatment is simple. A lubricant (liquid paraffin) is given in small doses by mouth several times daily for a few weeks. In addition, a local anwsthetic is inserted rectally several times daily, and especially just before defxcation is expected, for a period of some two weeks in acute cases and rather longer in chronic ones. I use amethocaine hydrochloride (B.P.) ointment in a non-greasy base, in a strength no greater than 1°to avoid local reactions. It is inserted on a slim pledget of cotton-wool wrapped round an orange-stick. The mother is shown how to carry out the first application in the out-patient clinic, and the child's obvious relief at the loss of pain is a potent factor in ensuring future co-operation. Subsequently the mother continues with the treatment at home. Of course, the success of this sort of domiciliary treatment depends to a great extent on the mother's intelligence. When she is clearly inept the same treatment carried out in hospital is almost invariably successful. The results have been very satisfactory. Of nearly 100 cases treated in the past few years only 3 have been referred for surgical treatment. In about 1 case in 20 in which the condition recurred it was associated with severe constipation; in these cases the fissure responded again to local treatment with amethocaine, and the constipation was treated with liquid paraffin or, more recently, a synthetic "wetting" agent (dioctyl sodium sulphosuccinate) which prevents the formation of hard stools by promoting the retention of water in the freces.
The rationale of treatment is a subject for discussion. Since Thompson's (1899) classic description of the anal sphincters was incorporated into surgical practice by Milligan et al. (1937) there have been many changes of opinion regarding the importance (and, indeed, even the structure) of the internal and external sphincters and their role in the causation and cure of anal fissure (Goligher et al., 1955) . In children, at least, evidence for the widely-held view that forced dilatation of the sphincters is essential in treatment seems unconvincing. Under the regime outlined above neither the insertion of the local anasthetic nor the passage of soft, lubricated stools can produce significant dilatation. Nevertheless a cure is almost invariable. Evidently fibrosis of such a degree that it necessitates forced dilatation or division of the sphincter is unusual in childhood, even in long-standing cases. The old explanation that the abolition of pain is accompanied by relief of spasm, and so permits natural healing, may be an over-simplification, but it seems to account satisfactorily for the observed sequence of events in the fissures of childhood.
My experience of analfissure in pediatric practice may be briefly summarized:
(1) The lesion is common, though the patients are rarely referred to proctologists.
(2) Apart from constipation, which may become habitual even after a fissure has healed, sequelx and complications are uncommon. Sentinel tags and granulations sometimes develop, but abscesses and fistulk are extremely rare.
(3) Healing occurs very readily, and I have observed spontaneous healing. In the very large majority of cases adequate medical treatment produces a cure without any necessity for surgical intervention. meeting, the results of proctosigmoidoscopy had been shown by Mr. E. S. R. Hughes to be unsatisfactory.
There were two additional cases, a rather simple-minded male, and a tabetic female with Charcot's disease of the hips. In all these cases a simple operation seemed indicated and I performed Thiersch's operation of encircling the anal canal with a silver wire.
Further cases presented and were dealt with in similar fashion, not always with such clear indications, but all with troublesome complete prolapse, and with the addition of 3 cases belonging to my colleague Mr. John Pocock, I now have a small series of cases whose results are reviewed in Table I . Tabes dorsalis (with Charcot's hips) ..1 There are 11 cases in the series, 3 males and 8 females. The ages ranged from 28 years, a female with Addison's disease and a depressive psychosis, to 90. 2 males were gross mental defectives, 1 female had tabes dorsalis (Table I) .
The results are shown in Tables II and III . The 3 males were all apparently cured foi five or more years following a single wiring procedure, although the wire is known to be broken in two and assumed to be broken in the third (Table II) .
